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 Revision has been made according to the suggestions of the reviewer
1. As authors highlighted, this study may be first report with regard to ERCP for gastrointestinal anatomy using new endoscope (SIF-Y0004, Olympus Medical Systems). Therefore, authors should describe the methods in detail (e.g. pre- and post-treatment of ERCP, patient’s position during ERCP as well as kinds of cholangiography catheter). I think that the current sentences are insufficient for explanation of the study using new endoscope.
Answer: For biliary cannulation and the injection of contrast media, a conventional ERCP catheter (PR-4Q-1, Olympus Medical Systems, Tokyo Japan) and a bending cannula (PR-233Q, Olympus Medical Systems) were used. If cannulation was difficult to perform with a catheter alone, a 0.035-inch guide wire (RF-GA35403, Radifocus®, Terumo Corporation, Tokyo, Japan) was used. For stent placement and insertion of guide-wire instruments, a 0.035-inch JagwireTM (Boston Scientific, Natick, MA, USA) and a 0.025-inch disposable VisiglideTM guide wire (G-240-2545A, Olympus Medical Systems, Japan) were mainly used. 

Endoscopic papillary dilation was done using a Quantum TTC® Biliary Balloon Dilator (QBD-8X3, Cook Medical, Bloomington, IN, USA) to perform endoscopic papillary balloon dilatation and a CRETM Balloon Dilation Catheter (Boston Scientific), measuring 10 to 15 mm, to perform endoscopic papillary large balloon dilation. Lithotripsy was performed with the following retrieval baskets: models FG-V435P (Flower Basket V®, Olympus Medical Systems), FG-V436P (Tetra Catch V®, Olympus Medical Systems), and EBL-15-200 (Escort II Extraction Balloon, Cook Medical). 

Intraductal ultrasonography was carried out with a miniature ultrasound probe (UM-G20-29R, Olympus Medical Systems), inserted using a guide wire. As for stents, a 7-French pigtail plastic stent (PBD-203 series, Olympus Medical Systems) and metallic WallFlexTM Biliary RX Fully Covered and RX Partially Covered Stents Systems (Boston Scientific) were used.
Patients were sedated with pethidine (50 mg) and midazolam (3 to 10 mg), and vital signs were intermittently monitored during all procedures. Propofol was used if necessary. The same operator performed all examinations from the time of endoscope insertion to treatment. The endoscope was inserted with the patient in the prone position, and abdominal compression was applied manually if a scope was technically difficult to insert deeply. Butylscopolamine (20 to 40 mg) or glucagon (1 to 2 mg) was administered as an antispasmodic.
After ERCP, all patients received nafamostat mesilate (10 mg) to prevent pancreatitis, with the exception of those in whom the drug was contraindicated because of allergies or other reasons. 

2. Authors should describe how informed consent for the procedure using new endoscope was obtained from all patients.

Answer: Many studies have reported that balloon enteroscopy-assisted ERCP is therapeutically useful, but a system for this procedure is not commercially available. We explained to patients that treatment outcomes and the incidence of complications have not been reported, and received written informed consent from all patients.
3. Compared to previous reports about ERCP for patients with gastrointestinal anatomy, ERCP-related complications appear to be much observed. Had experienced endoscopists performed ERCP using new endoscope? Additionally, how many endoscopists participated in this study?

Answer: The incidence of complications after ERCP in patients with a reconstructed intestine has been reported to be 0% to 11% for perforation, 0% to 20% for pancreatitis, and 0% to 32% for bleeding and differed considerably among hospitals. Because many patients who underwent ERCP in our hospital had undergone gastrectomy and had an intact papilla, cannulation was expected to be difficult, potentially leading to a high incidence of pancreatitis. However, the incidence of pancreatitis in this study was 7.7%, which is not particularly higher as compared with previous reports. Because our study group was small, further studies of larger numbers of patients are required. Examinations were conducted by 3 well-experienced endoscopists (with experience in >1200 sessions of ERCP).
4. How patients were treated in case of not reaching the blind end? Were any examinations or procedures performed instead of ERCP?

Answer: In patients in whom the blind end was not reached, SBE-assisted ERCP was not attempted a second time, except if the patient strongly requested to undergo the procedure again. If SBE-assisted ERCP was unsuccessful, open surgery or percutaneous cholangioscopy was performed.
5. Authors reported that gastrointestinal perforation occurred in a case of patients with R-Y gastrectomy and patient was resolved by conservative treatment. Didn't this patient receive endoscopic clipping or any surgical procedures? Authors should explain about the clinical course of this patient in detail. 

Answer: The patient with gastrointestinal perforation had duodenal ulcer postoperatively and had undergone abdominal surgery a total of 3 times. The initial procedure was Roux-en-Y reconstruction after distal gastrectomy, and a duodenum-transverse colon fistula developed. Subsequently, abdominal surgery was performed twice to repair the fistula site. Marked adhesion was found in the horizontal portion of the duodenum. Although a defect apparently caused by a stone in the bile duct was found on endoscopic retrograde cholangiography, the scope was retracted during the examination and did not reach the blind end. The scope was inserted several times, but the results were the same. Lithotripsy was therefore not performed, and the examination was terminated. After endoscopy, the patient had abdominal pain and increased amylase levels. Post-ERCP pancreatitis was suspected. Enhanced computed tomography showed a small amount of free air around the horizontal portion of the duodenum, and perforation was diagnosed. There were no symptoms of peritoneal irritation. Computed tomography performed 5 days after surgery showed disappearance of the free air. As for the common bile duct stones, there was no dilation of the bile duct, and a percutaneous approach was precluded.  We therefore recommended open surgery. However, ERCP with SIF-Y0004 was repeated after 10 days at the strong request of the patient. Lithotripsy was successfully performed without perforation.
6. Authors also reported that there was a patient with papillary bleeding in their study. Did authors confirm the bleeding from papilla using SIF-Y0004 again?
Answer: In the patient with papillary bleeding, melena occurred 12 hours after endoscopic papillary large balloon dilatation. The hemoglobin level decreased by 2 g/dL. Bleeding from the papilla was suspected, and endoscopic examination with SIF-Y0004 showed blood clots at and around the papilla. There was no active bleeding from the papilla. The examination was completed, without any treatment. Subsequently, there was no melena or progression of anemia. Hemostasis was achieved spontaneously, with no need for blood transfusion.
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